Patients attending their general practitioner were screened and a group with unrecognised major depressive disorder identified. This group was interviewed and the findings compared with those in a group of patients recognised correctly as depressed by their general practitioners. Half of the patients with severe depression screened in their doctors' waiting rooms went unrecognised, and they differed in few ways from those who were recognised. The differences found were that the patients with unrecognised depression were less obviously depressed and their illness had lasted longer. Physical illness was present in nearly 30% of patients in the unrecognised group, and the depression seemed related to it. Patients with unrecognised depression were more likely to have feelings other than those of normal sadness and more likely to respond with change of mood to intercurrent events.
Introduction
The challenge posed to the general health and social services by psychiatric ill health is widely recognised.' Depressive illness forms a considerable proportion of this challenge.
The incidence of neurotic depression diagnosed in general practice increased from 14 to 31 4/1000 population between 1955-6 and 1970-1. This was attributed to an increased diagnostic awareness by the general practitioner rather than an increased awareness by the patients. Most of such patients are managed exclusively within general practice: one study found that only 17% were referred to a psychiatrist.' One approach to the psychiatric challenge is to strengthen the general practitioner's skill in diagnosis and treatment. General of depressed patients in general practice have tended to focus on the doctor's skills in interviewing, his self confidence, and his ability to handle his own feelings." Skills in interviewing are a major concern of vocational training"' and a teaching interest of many departments of general practice. Research and education have focused on skills and characteristics of general practitioners but have been bedevilled by fairly crude classifications of disorders currently used within primary care.' A tendency to study only patients recognised by general practitioners, omitting those who go unrecognised, has been compounded by studying only patients receiving antidepressant drugs. "It seems possible that characteristics of depressed patients influence their diagnosis and management, indicating that deficiencies in general practitioners' knowledge are also important.
Knowledge of psychiatric illness has been advanced by the development of various rating scales. In a study to determine the characteristics of depressive illness seen by general practitioners we identified and described not only patients recognised as depressed but also those who saw their doctor, had a major depressive disorder," but went unrecognised. This paper compares the characteristics of recognised and unrecognised sufferers of major depressive disorder.
Patients and methods
Letters of invitation were sent to general practitioners in south west London and adjacent parts of Surrey who had an association with this hospital. Sixty two general practitioners agreed to participate, of whom 36 doctors from 31 practices notified us of at least one patient diagnosed as newly treated for depression. The practices were urban or suburban and ranged from singlehanded, "shop front" surgeries to large, new purpose built health centres, serving people from predominantly working class to predominantly middle class. Figure 1 summarises the design and sampling procedures. The characteristics, clinical features, and diagnosis of the recognised sample and comparisons between those receiving antidepressants, those receiving other treatments, and a sample of depressed outpatients have been described and discussed elsewhere. " 4 For the element in our procedures that required the 30 item general health questionnaire' an experienced psychiatric research assistant (BMR) attended the practice of each doctor during surgery hours in rotation, producing a representative sample of the days and times of the week. All attenders aged 18-64, including adults accompanying children, were asked to complete the questionnaire. At the end of a session each doctor was asked to review his consultations and identify patients who had been newly prescribed antidepressant drugs or given other treatment for depression. To be newly prescribed an antidepressant drug meant receiving a drug from the antidepressant section of the British National Formulary for the first time in three months. Other treatments ranged from social help to an arranged recall for monitoring the patient's state. Collaborating doctors from unscreened surgeries notified us of patients who had been newly prescribed antidepressant drugs or given other treatment for depression.
Two groups of patients were interviewed at home by a research psychiatrist (LIS), usually within three to seven days of the questionnairenamely, those newly given antidepressant drugs or other treatment and those not recognised as depressed by their doctor but scoring five or more on the questionnaire. This second group had a screening interview based on the schedule for affective disorders and schizophrenia. ' 
Discussion
Perhaps the most important finding was that our doctors failed to recognise more than half of the depressed patients whom they saw during the sessions that we screened. The lack of accuracy26 is in line with findings calculated in other ways in other studies6 and with a recent report from the sessions of one physician. What is surprising is that the patients with unrecognised depression were on the whole as handicapped as those who were recognised. Although the means for overall severity differed on two scales, there was a considerable overlap in individual scores between the two groups, and the mean for the group with unrecognised depression on the Raskin three area scale was higher than the figure often used as a cut off for entering patients into a study of drugs.
It must be asked why our doctors failed to recognise these patients. General practitioners are often said to have the advantage of being familiar with the family and social history of their patients, but our study did not show that family or social history predicted recognition ofdepressive illness. General practitioners have claimed that they use a history of depression to help select antidepressant treatment27: no evidence suggests that this affected their diagnosis in our sample of patients.
The items for which mean scores differed give some clues. In many respects the patients with unrecognised depression were more difficult to recognise; they were less likely to complain of depression or admit to it, and they looked and behaved in a less depressed way. These seem reasonable excuses for the general practitioners' lack of accuracy. Two clues suggest that this situation is correctable to a degree at least. Firstly, unrecognised patients were significantly more likely to have had their symptoms for more than a year, and, secondly, they were more likely to have a physical illness contributing to their depression.
That patients with unrecognised depression were more likely than recognised ones to have had their symptoms for more than a year is worrying. General practitioners may have been reluctant to change diagnoses or patients' lack of insight may have affected persistently the information they provided. Certainly these patients seemed to suffer rather than benefit from continued care. If general practitioners were to review people whose malaise lasted for a year or more they might identify some as having a major depressive disorder.
Follow up interviews were conducted three months after the initial interview, and the results will be published in full elsewhere. In that period 10 of the 24 patients with unrecognised depression were referred to medical specialists. Two of the patients had babies, one had proved carcinoma of the cervix, and three underwent investigations to exclude serious risk of malignancy. This indicates that the general practitioners failed to recognise depression in the presence or threat of serious organic disease and did not refer patients to specialists inappropriately. If doctors were prepared to consider the possibility that people with physical illnesses might also be suffering from depression they might increase their accuracy.
Accuracy might also be increased if general practitioners were aware that depression is not necessarily simply an increased quantity of misery. Patients need to be helped to confront the possibility of an unwanted diagnosis. Perhaps it is all a matter of self confidence, and general practitioners would be helped by knowing the criteria for major depressive illness that require only a short catechism to be elicited. The eight specified symptoms, five of which must be elicited in addition to two weeks of depressed mood to diagnose major depressive illness, are: change in appetite or weight; change in pattern of sleep; loss of energy or weariness; agitation or retardation; loss of interest or pleasure in usual activities; selfreproach or unnecessary guilt; inability to concentrate or make decisions; and recurrent thoughts of death or suicide. We emphasise that the questions in the questionnaire relating to symptoms could be asked by any doctor.
It remains to be determined whether the unrecognised depressed patients would benefit from recognition. We know from the follow up study that only a few recognised patients completed even a minimal course of treatment with antidepressant drugs, yet the outcome of our unrecognised patients was worse.
Failure to recognise depression seemed to be related to general practitioners' basic knowledge of diagnosing depression and not only to their skills in interviewing or their attitudes towards patients with emotional disorder. local news reports knew little more than we could deduce from seeing the numbers of affected people who had flooded into the hospital grounds. The earliest reports suggested that about 30 people had died. With each subsequent news report we listened with disbelief as further details about the horrifying story began to emerge. Even after the first full day we were unable to believe the estimate from the BBC World Service of 2000 dead-later even this proved to be conservative.
The dead and dying arrived by the truckload, others came by rickshaw or were carried by relatives. For some the effort of the journey itself proved too much, and they died soon after arrival. Many families were split up during the initial panic, everywhere there were people looking for missing relatives. There were long queues of people trying to identify relatives in the mortuary. From an early stage when the mortuary was full, other unidentified bodies were laid out on a nearby lawn and under hastily erected shelters.
Facilities overwhelmed
The facilities in the hospital and the manpower became increasingly overstretched as the enormity of the disaster became apparent. The doctors were quite overwhelmed. I felt even more helpless; having arrived only the day before I had been unable to see inside the hospital or be introduced to the staff, and was unable to speak the language. For the first few days I was frustrated that I was not able to do more to help. Without a doctor to interpret for me there
